19-1101

NabeenNayak Sir Ganga Ram Hospital, Né&yehli

38-yearold male presented with intermittent colicky abdominal pain,
loose motions, and weight loss over ardnth period. He had similar
complaints years earlier for which empirical antbercular therapy was
Instituted to which he responded after 9 months. Present colonoscopy
showed ileal nodularity, CT enterography revealed thickening and
dilatation of lower CBD as well as mild dilatell Rwith prominent ileal
folds. HIV Elisa was negative. Jejunal biopsy done.





















- Moderate villus atrophy with mild to moderate crypt hyperplasia.

- Increased inflammatory cells, mostly lymphocytes in lamina propria.
- IEL counts average 60 lymphocytes/100 Epithelial cells.

- Markedly reduced plasma cells in lamina propria.

- No microorganisms detected

These features point to an inflammatory enteropathy associated with
defective terminal maturation of B lymphocytes such as in Common
Variable Immunodeficiency (CVID).

Only the results of a LFT done in another hospital available at this time
showed Albumini 4.4 g/dl, Globulin 1.9 g/dl & A/IG ratioT 1.8

With a probable diagnosis of CVID relevant test results were requested



SERUM IMMUNOGLOBULINS:

Value Ref. Range
IgA < 2.0 mg/dl 351 350 mg/dl
IgG 528.8 mg/dl 65017 1600 mg/dl
IgM < 20.0 mg/dl 5071 300 mg/dl

FLOW CYTOMETRY:

CD19 B cells 119/ul 112 -618/ul
CD20 B cells 119/ul 98 1 150/ul
CD3 + cells 1151/ul 619 1 2525/ul
CDA4 + cells 682/ul 286 1 1316/ul
CD8 + cells 395/ul 130 - 1118/ul

ANTI-TRANSGLUTAMINASE ANTIBODY - Negative

Stool biofire multiplex PCR for Organisms - Giardia lamblia &
Isospora

No Gluten sensitivity




DIAGNOSIS - Chronic Jejunitis associated with Common Variable

Immunodeficiency (CVID)

CVID is a heterogeneous disorder, predominantly of the adaptive immune
system with variably defective peripheral blood B cell maturation & terminal
differentiation, having a prevalence of 1 in 25,000 to 1 in 50,000. Diminished &
defective antibody production due to reduced CD27+ isotype-switched
memory B cells lead to repeated infections.

Chronic enteropathy is present in 75-80% and Gl symptoms in 40-65% cases
of CVID (Mathieu, U et al. Curr Gastroenterol Rep 2016,18(4):17)

On the basis of criteria laid down by ESID & PAGID the gastroenterologist
labeled our caseasfi Pr o b a b | end@eaatedhan with IVIG, Septran and
Metranidazole.

At follow up after 2 weeks his symptoms had significantly improved and he had
gained weight.



19-1102
scanned slide available!

SavaGrujic, Kalser San Jose
58yearold male with bladder tumor.
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Service:  STR AMBULATORY SURGER) Primary Pathologist: ~ SAVA GRUJIC M.D.

Final Diagnosis Date Signed Out:  9/13/2019 10:08
BLADDER TUMOR:

- MIXED SMALL CELL NEUROENDOCRINE
CARCINOMA (APPROXIMATELY 35%) AND
HIGH-GRADE PAPILLARY UROTHELIAL
CARCINOMA (APPROXIMATELY 65%)

- TUMOR INVADES MUSCULARIS PROPRIA
(DETRUSOR MUSCLE)

- LYMPHOVASCULAR INVASION IS PRESENT

- PATHOLOGIC STAGING: T2, NX, SEE
SYNOPTIC REPORT BELOW FOR ADDITIONAL




Terminology

AWHO classification does not have a separate category
for mixed tumors

Ad C2NJ | 0 dzYy 2 NJ SnECtheSmab €ell 4 a A
histology must constitute the majority of the tumor.
SomeSmCCsontain a lesser component of urothelial
carcinoma (invasive or nanvasive) or other variant

bistoloq_y such.as squamaqus, glandujar or sarcomatous
RATHTSNBYUAF GAZY dDe

AOSmMCGs typically CI:)ositive for synaptophysin,
chromogranin and neurcespecific enolase, but the lack
of expression of these markers should not exclude the
diagnosis oEMC@ ¢

ASmCGs characterized by an aggressive clinical course
with advanced stage at presentation and propensity for
metastasis



19-1103

Chris Hansen: CHOMP

/1-yearold female presents with post
menopausal bleeding. TAH/BSO performed.
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Endometrium




Endometrium




Ovarian nodule
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Ovarian nodule




Ovarian nodule




Ovarian nodule




Ovarian nodule




Ovarian nodule







First case, Ovarian nodule
Immunostains

A PAX8, CK7, endocrine markers, WN&gative
A Calretinin, PR and Inhibin Positive
AFOXL2 402 C>G Positive



First case Ovarian nodule Calretini




Frist case Ovarian nodule PR




Frist case Ovarian nodule Inhibin




First case Ovarian Nodule

A Adult Granulosa Cell Tumor
A Associated Complex Atypical Hyperplasia



3 months latersecond case

A 71 year old with abnormal cervical pap and
benign ECC

A Hysterectomy
I Grade | endometrioid adenocarcinoma
I 1.5 cm ovarian nodule



Endometrium




Ovarian nodule




Ovarian nodule

AWT1, endocrine markers  Negative
A PR, Inhibin and Calretinin  Positive
AFOXL2 402 C>G Positive



Second case Calretinin




Second case PR




Second case Inhibin
; - ":‘ |




Second case

A Adult Granulosa Cell Tumor

A Associated Endometrial Endometrioid
adenocarcinoma



One week latethird case

A 81y.0. with post menopausal bleeding
A Endometrial biopsy
A Endometrioid adenocarcinoma, Grade |



Endometrial biopsy




Hysterectomy

A Endometrial Endometrioid adenocarcinoma,
Grade |

A Ovarian nodule 2.3 cm



Ovarian nodule




Ovarian nodule

A CK7 Negative
A PR, SF1, Inhibin and Calretirffositive
AFOXL2 402 C>G Positive



Thir case Calretinin"
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Third case PR
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Third case

A Adult Granulosa Cell Tumor
A Associated Endometrioid adenocarcinoma



SEX CORBITROMAL TUMORS

A SCTSs are 7% of all malignant ovarian
neoplasm

A The vast majority of these tumors are of low
malignant potential or benign.

A Long term prognosis is good.

A Excessive estrogen production influences end
organ responses.

A Endometrial and breast cancer must be
remembered.



ADULT GRANULOSA CELL TUMORS
SURVIVAL

A Overall Syear survival rates are nearly
90%.

AIn patients with extraovarian spread at
the time of diagnosis,-year survival is
33-53%.



GRANULOSA CELL TUMORS
ADULT TYPE

APROGNOSTIC FACTORS
I Tumor stage
I Tumor size
I Rupture
I Nuclear atypia



Granulosa Cell tumor, adult

Lobulated surface, 95% unilateral
Trabecular, insular and solid patterns
Nuclear folds/grooves

Call-Exner bodies

Inhibin and Calretinin positive, CK7 negative
FOXL2 402 C>G mutation

Trisomy 12 (adult and juvenile)

Inhibin serum marker



Adult Granulosa Cell Tumor

A DDX
I Brenner
| Carcinoid
I Endometrial stromal sarcoma
I Metastasis



19-1104

RomainCayrol SamanAhamadiaiHannes Vogel;
Stanford

14-yearold left-handed male with 1dyear h/o
medical refractory epilepsy. He currently ha8@®
seizures per day. EEG demonstrates a left frontal

epileptogenic focus.



A MRI demonstrates a left frontal cortical graatter
thickening and blurring of the gray/white matter junction
associatedvith increased FLAIR signal abnormality and
mild cortical thickening










